2014; Schroeder, 2016; Thomas & Thomas, 1999) , stigma (Baunach & Burgess, 2013; Kerr et al., 2014; Stringer et al., 2016) , and public policy (Adimora, Ramirez, Schoenbach, & Cohen, 2014) . Racism, poor health care access, and poor education contribute to an individual's perception of low HIV risk as a function of limited knowledge about HIV, and lack of resources to be tested and linked to care (Cook, Lutz, Young, Hall, & Stacciarini, 2015) . People living in the U.S. South perceive HIV as stigmatizing (National Alliance of State and Territorial AIDS Directors, 2012) , which leads to further delays in seeking HIV testing (Fortenberry et al., 2002) and is associated with decreased willingness to test among health care providers (Wong et al., 2013) . These findings suggest that agencies and policy-makers should consider the historical and sociogeographic characteristics unique to the Deep South when developing strategies to address HIV in this region.
Despite federal guidelines from the Centers for Disease Control and Prevention (CDC) and White House Office of National AIDS Policy National HIV/AIDS Strategy, implementation of universal testing has varied in primary care testing locations. The 2006 CDC guidelines recommended universal testing for all individuals ages 13 to 64 years, regardless of risk behavior profiles (Branson et al., 2006) . The latest CDC guidelines indicated the need for ongoing support for universal testing for individuals ages 13 to 64 years, as well as annual testing for gay, bisexual, and other men who have sex with men (DiNenno et al., 2017) . By following these guidelines, providers can identify individuals with undiagnosed HIV sooner, reduce transmission rates, and initiate antiretroviral therapy earlier (Cohen et al., 2016) . Certain settings are poorly used in terms of HIV testing: hospital emergency departments/urgent care clinics, substance use treatment clinics, public health clinics, community health clinics, and other primary care settings. Providers in primary care settings typically offer testing to individuals with perceived high risk, although some providers do not offer testing at all (McNaghten et al., 2013) .
The purpose of our systematic review and our proximal goal was to identify and then address barriers and facilitators related to implementation of CDC guidelines for HIV testing, specifically focusing on Deep South states, where implementation has been slow and HIV has spread disproportionately. Our distal goal was to increase HIV testing in primary care settings in the U.S. South.
Framework
A framework provides structure and explicates perspectives taken in an analytic endeavor such as a systematic review. For our review, we found the Ecological Model for Health Promotion (EMHP; McLeroy, Bibeau, Steckler, & Glanz, 1988) to be a robust framework by which to examine barriers and facilitators related to implementation of HIV guidelines. Central to the EMHP is the assumption that health promotion activities (e.g., HIV testing) occur in complex contexts of social and environmental structures. For example, public health officials have used the EMHP to organize implementation efforts such as health promotion activities to prevent obesity, a health problem deeply embedded in social (e.g., family) and environmental (e.g., poor access to healthy food) structures (Richard, Gauvin, & Raine, 2011) . Furthermore, health promotion activities associated with behavior changes (providers' implementation of HIV testing guidelines in this case) are influenced by five multilevel factors explained by the EMHP: (a) public policy, (b) community factors, (c) institutional factors, (d) interpersonal processes and primary groups, and (e) intrapersonal factors (McLeroy et al., 1988) . Providers recognize the difficult challenges facing patients when changing health behaviors; however, providers' own professional behaviors may be similarly incalcitrant. The use of up-to-date, evidence-based guidelines such as those of the CDC would ensure best practices with regard to HIV testing. The EMHP provides a means to understand the complexities of behavior change, which appear to be difficult even for primary care practitioners with vested interests in protecting and promoting health.
Methods
Our review was conducted in accordance with the Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) guidelines, a well-established and widely used protocol to guide the process of conducting systematic reviews (Moher, Liberati, Tetzlaff, & Altman, 2009 ).
Search Methods
A research librarian was consulted to develop the search strategy. Using the databases Embase, Medline, and Cumulative Index to Nursing and Allied Health Literature (CINAHL), the literature was searched for empirical research about perceived barriers and facilitators to HIV testing among health care providers. The search was limited to studies conducted in the southeastern United States and published between January 2006 (year of CDC guideline publication) and April 2017. The search strategy included variations of HIV or AIDS, routine HIV testing, health care provider, and geographic terms (Table 1) .
Study Selection: Inclusion and Exclusion Criteria
Publications were reviewed from the search by title and abstract. Articles were included for full text review if they (a) were empirical qualitative or quantitative studies, (b) focused on routine/universal testing in primary care locations (e.g., substance use clinics, primary care practices, community health clinics), (c) included health care provider perspectives on interventions or routine/universal HIV testing in their practices, and (d) included at least one Deep South state. Studies were excluded if they were (a) conducted in HIV/sexually transmitted disease (STD) clinics, health departments, or jails/ prisons; (b) solely focused on HIV specialist health care provider perspectives; or (c) were about testing for other STDs in addition to HIV.
Analysis
The EMHP was used to analyze multilevel barriers and facilitators to routine HIV testing. We noted that the EMHP factors (public policy, community factors, institutional factors, interpersonal processes and primary groups, intrapersonal factors) could be compressed into three discrete ecological levels: (a) societal (public policy/community factors), (b) organizational (institutional), and (c) individual (interpersonal processes and primary groups), while still maintaining usefulness of the model. We extracted any mentions of barriers or facilitators to HIV testing. Because the study designs were heterogeneous, we did not assign weights to findings (Walsh & Downe, 2005) .
Results
The search returned 708 unique articles, 505 of which were screened by title and abstract. This yielded 38 full text articles for review; 12 met all inclusion criteria (Figure 1 ). Of these 12, two were survey studies, five were qualitative studies, and five were program or implementation studies (Table 2) . Findings from these studies are organized by ecological levels (societal, organizational, individual) with perceived barriers and facilitators noted at each level. Table 3 contains a summary of the key findings.
Societal Factors: State/System/Policy
Perceived barriers. Ten of the 12 studies identified societal barriers to testing. Among these, six barriers were most frequently described: financial factors (n 5 6), HIV-related stigma (n 5 5), policy (n 5 4), availability of state/federal resources for organizations/patients/providers (n 5 4), population characteristics (n 5 4,), and health care networks (n 5 2).
Financial factors were the most cited barrier in six articles and included lack of reimbursement from third-party insurance providers (Lanier et al., 2014; Sison et al., 2013; White et al., 2015) , lack of financial support to conduct testing (Simmons et al., 2011; Wright, Curran, Stewart, & Booth, 2013) , and the cost of rapid testing (Weis et al., 2009) .
HIV-related stigma was the second most cited barrier. Five studies reported that providers located in rural areas perceived stigma and stereotypes regarding HIV (Davis et al., 2015; Minniear et al., 2009; Sison et al., 2013; Sullivan et al., 2015; White et al., 2015) . Providers believed that HIV-related stigma was still present among physicians and identified ageism as a factor that caused providers to overlook older adult risk for HIV (Davis et al., 2015) .
Policy barriers identified in four articles included requirements for parental consent (White et al., 2015) and too many state requirements (Bogart et al., 2008; Haynes et al., 2011) . A lack of strong political advocates to heighten awareness about testing inhibited the creation of pro-HIV testing policies and amendment of existing HIV testing policies (Wright et al., 2013) .
Resource barriers identified in four studies included a lack of dissemination about successful implementation of testing programs in primary care, substance use clinics, and emergency rooms (Simmons et al., 2011; Sullivan et al., 2015) . In addition, a lack of patient-friendly literature (Simmons et al., 2011) and rapid test supply shortages (Weis et al., 2009 ) were barriers to testing.
Population characteristics of southeastern states made implementation of routine testing difficult. These characteristics included lack of public acceptance (White et al., 2015) , perceptions of low HIV Organizational factors Clinic characteristics Organization does not have enough space to confidentially conduct rapid HIV tests (1,6) Difficult to fit counseling into one session (1) Lack of time -rapid pace of primary care office visits (1,2,5,7,11) Additional financial burden on clinic from HIV testing and diagnosis (7) Lack of resources for prevention and testing (9) More time spent during initial visit (3,10) HIV screening did not interfere with delivery of medical services and there was sufficient time (6,10) Dedicated time to screening/testing (10) Protocol/guidelines Lack of or inconsistent guidelines or unaware of guidelines for providing information to patients (2,11) Quality assurance procedures for rapid tests are too complex (1) Small practices less likely to be up-to-date on new recommendations (11) Difficult to design a rapid testing protocol for organization (1)
General consent that included HIV testing (3) Availability of sexual history tool (5) Integration into routine clinic activities (4,10,11) Normalization of sexual history taking (5) Clinic assurance of confidentiality of test results and testing (7) Referral Inconvenient off-site/referral HIV testing/health system silos (2,11,12) Lack of follow-up care (6,12)
On-site or easily accessible testing and treatment (7) Strong Internal and External Referral Network (12) Dedicated HIV testing program (12)
prevalence (Davis et al., 2015) , and competing health needs (e.g., chronic diseases, substance abuse; Wright et al., 2013) . Providers in North Carolina and Arkansas believed their communities were socially and politically conservative, thus impeding routine testing (White et al., 2015; Wright et al., 2013) . Note. STD 5 sexually transmitted disease; numbers in parentheses correspond to the studies that demonstrated the finding (see Table 2 ).
Health care network characteristics (i.e., factors that determined support networks for providers and access to care for populations) were identified in two studies as barriers to testing. These characteristics included lack of feedback from hospitals about patients diagnosed with HIV (Sullivan et al., 2015) , and limited access to health care services in rural areas (Sison et al., 2013) .
Perceived facilitators. Six of the 12 articles identified three perceived facilitators at the societal level for routine HIV testing: financial factors (n 5 4), policy (n 5 3), and resources (n 5 2).
Financial facilitators identified in four articles were federal funding availability for full-time staff for HIV testing (e.g., Ryan White funds; Haynes et al., 2011; Wright et al., 2013) , third-party reimbursement (White et al., 2015) , and additional education regarding billing for HIV tests and screening (Sison et al., 2013) .
Policy facilitators identified in three articles included congruency between CDC and U.S. Preventive Services Task Force guidelines (Davis et al., 2015) , U.S. Preventive Services Task Force guidelines assigned a grade A for routine testing of patients between the ages of 15 and 65 years (White et al., 2015) , and lack of regulatory barriers on rapid HIV testing in Arkansas (Wright et al., 2013) .
Potential resource facilitators mentioned in one study included more HIV literature and HIV-specific training (Simmons et al., 2011) . In addition, HIV providers believed that state/county health department engagement with community-based organizations and clinics was a facilitator to testing (Sullivan et al., 2015) . This involvement would include provision of rapid test kits, support of nontraditional testing, and rapid results from the state laboratory (Sullivan et al., 2015) . Additionally, some health care providers believed that testing would be facilitated through decreased provider stigma toward HIV, streamlined HIV counseling, and public campaigns to encourage patient acceptance of testing (White et al., 2015) .
Organization Factors: Clinic/Program/ Organization
Perceived barriers. Eight of the 12 studies identified four perceived barriers at the organizational level for routine HIV testing: clinic characteristics (n 5 6), protocol characteristics (n 5 4), referral barriers (n 5 4), and clinic staff and administrative factors (n 5 4).
Clinic and clinic visit characteristics identified as barriers included the fast pace of office visits leading to lack of time to complete rapid test counseling (Bogart et al., 2008; Davis et al., 2015; Lanier et al., 2014; Simmons et al., 2011; White et al., 2015) , lack of personnel to conduct testing (Bogart et al., 2008) , lack of privacy and space to do adequate testing (Bogart et al., 2008; Minniear et al., 2009) , and additional financial burden on the clinic (Simmons et al., 2011) .
Clinic protocol characteristics noted as barriers included a lack of guidelines for providing information to patients (Davis et al., 2015; Sullivan et al., 2015) , guidelines that were inconsistent with CDC recommendations (Davis et al., 2015; White et al., 2015) , complex quality-assurance procedures for rapid tests (Bogart et al., 2008) , and rapid testing protocols that were too difficult to design for their organizations (Bogart et al., 2008) .
Referral barriers between primary care services, hospitals, and infectious disease services were noted in four studies. These barriers included HIV testing conducted at a different location from primary care services (Davis et al., 2015; White et al., 2015) and silos within programs and hospitals preventing coordination of services (Minniear et al., 2009; Wright et al., 2013) .
Staff barriers included resistance and limited compliance with guidelines (Lanier et al., 2014; Simmons et al., 2011; White et al., 2015) . Administrative barriers were nonclinical organizational factors limiting or making testing more difficult. Administrative barriers cited in two studies included numerous administrative hassles associated with rapid HIV test use (Bogart et al., 2008) and a lack of administrative support (Lanier et al., 2014) .
Perceived facilitators. Six of 12 studies identified four perceived facilitators at the organizational level: clinic characteristics (n 5 4), clinic protocol characteristics (n 5 4), referral factors (n 5 2), and clinic staff characteristics (n 5 2).
Clinic characteristics facilitating testing included more time during initial visits (Gongidi, Sierakowski, Bowen, Jacobs, & Fernandez, 2010; Weis et al., 2009) and dedicated time to screen (Weis et al., 2009) . Two evaluations of successful programs found that staff thought there was sufficient time for routine screening and that screening did not interfere with delivery of health care services (Minniear et al., 2009; Weis et al., 2009) .
Clinic protocol characteristics facilitating testing included protocols regarding sexual history taking (Lanier et al., 2014) , protocols that integrated testing into clinic workflow (Haynes et al., 2011; Weis et al., 2009; White et al., 2015) , and gender-neutral sexual history tools (Lanier et al., 2014 ) that could be implemented at every clinic visit and that normalized sexual health conversations.
Referral factors identified in two studies as facilitators included having on-site or easily accessible testing and treatment (Simmons et al., 2011) , strong support networks for providers (Wright et al., 2013) , and programs dedicated to testing (Wright et al., 2013) .
Clinic staff characteristics noted in two articles included the use of nurse/staff-initiated testing; educating medical directors, nurses, and office staff about testing recommendations; decreasing stigma within clinics (White et al., 2015) ; and a leadership/ change champion to drive implementation of testing programs (Haynes et al., 2011) . A successful program evaluation found that nurse involvement and voluntary involvement of staff enabled routine screening (Weis et al., 2009 ).
Individual Factors: Provider/Patient
Perceived provider barriers. Eleven of 12 studies identified provider level barriers including provider attitudes (n 5 7), discomfort (n 5 7), and lack of knowledge (n 5 4).
Negative provider attitudes identified as barriers in seven articles included beliefs that there were too many competing clinical priorities (White et al., 2015) , testing was a low priority (Davis et al., 2015; Gongidi et al., 2010) , only high-risk patients should be tested (Gongidi et al., 2010; Sison et al., 2013) , it was the health department's responsibility to test (Sison et al., 2013; Sullivan et al., 2015) , the patient population was at low risk for STDs (Simmons et al., 2011; Sison et al., 2013; Sullivan et al., 2015; White et al., 2015) , testing was costineffective (White et al., 2015) , ordering an HIV test was too complicated (Davis et al., 2015) , and rapid testing did not allow more people to know their status (Bogart et al., 2008) .
Provider discomfort factors cited in seven articles included discomfort having sexual history discussions (Davis et al., 2015; Lanier et al., 2014; Simmons et al., 2011; Sullivan et al., 2015) , answering questions and communicating about testing (Davis et al., 2015; White et al., 2015; Wright et al., 2013) , offering HIV tests (Minniear et al., 2009 ), informing patients they were infected and linking those patients to care (Wright et al., 2013) , and concern about the possibility of false positives (Bogart et al., 2008) .
Specific gaps in provider knowledge that created barriers included lack of knowledge about CDC guidelines (Minniear et al., 2009) , varying definitions of routine testing (Simmons et al., 2011) , lack of understanding of laws governing informed consent (Sison et al., 2013) , lack of knowledge about HIV (Minniear et al., 2009; Simmons et al., 2011; Sullivan et al., 2015) , and lack of knowledge regarding reimbursement rates and how to be reimbursed (Sison et al., 2013) .
Perceived patient barriers. Seven of 12 studies identified perceived patient-level barriers including patient perception of risk (n 5 4), attitudes (n 5 5), and lack of education (n 5 2).
Four studies found that providers believed their patients perceived low personal risk for HIV (Davis et al., 2015; Simmons et al., 2011; Sison et al., 2013; White et al., 2015) . In addition to perceptions of low risk for HIV, providers believed that patient fear of results (Davis et al., 2015; Simmons et al., 2011) and fear of needles (White et al., 2015) were barriers to testing.
Providers in two studies believed patient concerns about confidentiality and stigma were significant barriers to testing (Lanier et al., 2014; Minniear et al., 2009 ). In addition, lack of education about HIV and low literacy/health literacy also contributed to low testing rates (Davis et al., 2015; White et al., 2015) .
Perceived provider facilitators. Six of 12 studies identified provider-level facilitators including positive provider attitudes toward testing (n 5 4), HIVspecific training/education (n 5 3), and personal experience (n 5 1).
Attributes of providers facilitating testing included positive attitudes toward programs and guidelines. Clinician acceptance of the implemented testing program was associated with its success in a pediatric emergency department (Minniear et al., 2009 ). Additional facilitators were provider beliefs that guidelines should be instituted (Gongidi et al., 2010; Minniear et al., 2009) , and willingness to test if testing was reimbursable (Sison et al., 2013) . In a successfully implemented testing program, nurses perceived time was not a barrier and felt well trained in many aspects of HIV care (Weis et al., 2009) .
Facilitators of testing included physician training during residency (Davis et al., 2015) , education regarding recommendations, and increased awareness of HIV prevalence in communities (Sison et al., 2013; White et al., 2015) . Furthermore, personal experience with a patient living with HIV led to more vigilance for testing (Davis et al., 2015) .
Perceived patient facilitators. Three of 12 studies identified perceived patient facilitators: patient interest in testing (n 5 3), patient characteristics (n 5 2), and provider-patient relationships (n 5 1).
Patient concern about STDs and interest in testing were facilitators to testing (Davis et al., 2015; Simmons et al., 2011; White et al., 2015) . Providers identified specific patient characteristics that would facilitate testing, including gender, sexual orientation, and age. Providers believed that female patients were more receptive to testing, that a patient's sexual orientation indicated risk behaviors (Davis et al., 2015) , and that younger patients were more likely to accept testing (White et al., 2015) .
Providers believed patients who were more comfortable with a provider would be more likely to agree to test (Davis et al., 2015) . Potential patient facilitators included educating patients about HIV risk, and increasing patient acceptance of testing (White et al., 2015) .
Discussion
We identified numerous barriers and facilitators in our literature review of findings from 12 research studies related to HIV testing in the Deep South region of the United States published between 2006 and 2017. Using the EMHP as a framework and compressing five factors of the EMHP into three ecological levels (societal, organizational, individual), we found that barriers and facilitators were consistent on all three ecological levels across the literature (Leblanc, Flores, & Barroso, 2016) . Moreover, the use of the EMHP model allowed for the systematic analysis of interacting ecological levels and factors determining behavior at the individual level. The key theme we noted across the review was that improving implementation of routine testing in poorly utilized settings would require confronting barriers that crossed ecological levels. Facilitators may provide a mechanism by which to confront these barriers.
Barriers overlapping societal, organizational, and individual levels included factors such as financial barriers, guideline congruence with practice, and HIV-related stigma. For example, financial factors such as availability of funding (societal), financial burden on clinics (organizational), and not knowing how to be reimbursed for testing (individual) crossed all EMHP levels. Facilitators to address financial barriers included ongoing financial support for testing at community clinics and community-based organizations (Haynes et al., 2011) ; however, these funds were unreliable and rare. Improving health care provider knowledge of International Classification of Diseases, Tenth Revision codes applicable to services related to HIV testing could also serve to temper a substantial barrier (Sison et al., 2013) .
Guideline and policy congruence with practice at the organization and individual provider level could be facilitated by updating existing clinic protocols, educating providers about recommendations, and updating state laws and regulations related to HIV testing. Southeastern state laws do not require informed consent for HIV testing because general medical consent was acceptable (Branson et al., 2006; CDC, 2015) . And, although no states required informed consent for HIV testing, many clinics still required consent as a mechanism to protect against lawsuits.
HIV-related stigma across all three levels of the EMHP was still apparent despite the 2006 policy change. Implementation of routine testing has been suggested to reduce HIV-related stigma, thereby normalizing the practice. Continued efforts should be made to improve the societal context in which HIV testing is conducted, such as repealing laws that may criminalize the spread of HIV (Lehman et al., 2014) .
Key Recommendations and Existing Evidence
Facilitators to routine HIV testing in primary care settings highlighted the need for changes including financial support, education, protocol updates, and integration of reminders. Sources of financial support have historically been unsustainable and often relied on federal funding and state-supplied rapid test kits. Moving toward the future, other strategies include early and ongoing HIV education regarding current policies and recommendations, sexual health counseling experiences, and practical skills related to reimbursement. Using standardized forms related to sexual health improved initiation of HIV testing in primary care settings (Lanier et al., 2014) . These forms allowed providers to initiate conversations and establish a standard platform on which providers could inquire about patient sexual health. Education and experiences with HIV topics may reduce health care provider concerns and discomfort about having sensitive conversations with their patients by improving skills and knowledge. Providers working in primary care settings and their administrators should review clinic protocols related to informed consent for HIV testing in order to remove a barrier to testing that is no longer required in any state. Integration of reminders in electronic medical records and patient intake forms may also help to ensure that all patients, regardless of risk, are offered testing for HIV (Avery, Del Toro, & Caron, 2014) . Electronic medical record reminders have been effective in increasing HIV testing (Avery et al., 2014) .
Limitations
Limitations of this review included the inadvertent exclusion of potentially relevant literature, methods, lack of additional researchers to verify data, and limitations of the selected literature. The review was restricted to peer-reviewed scholarly papers and excluded grey literature (e.g., provider opinion pieces, provider firsthand experiences with testing, unpublished testing program reports) that may have further illuminated the complex interactions between EMHP levels.
Our literature review was limited to all relevant studies conducted in the southeastern United States. Some barriers and facilitators mentioned in literature conducted beyond the southeastern United States may have been applicable to testing practices in the southeastern United States; however, epidemiological evidence has suggested that some barriers to routine testing may be unique to the southeastern United States. The search strategy included both negative and positive connotations of perception, belief, and attitudes to address potential researcher bias. Studies were not selected for information supporting routine testing, but instead were selected for potential insight into why or why not routine testing was implemented. Most studies failed to include nurses and other providers who would likely initiate and implement testing. Furthermore, much of the development and implementation of the review was accomplished by one researcher.
A systematic review is always limited by the quality and rigor of the studies included in the review. The selected articles used a mix of survey, qualitative, and evaluation methods. Survey methods are subject to increased reporting bias. Qualitative methods were most appropriate to address the research question of perceived barriers and facilitators; however, the transferability of these studies was limited by convenience and snowball sampling methods. Five of the studies were evaluations of testing or tools implemented at the provider level or at single sites (Haynes et al., 2011; Lanier et al., 2014; Minniear et al., 2009; Weis et al., 2009; Wright et al., 2013) . Although these studies provided significant insight into barriers and facilitators to implementation of testing programs at specific locations, these results may not have been directly transferable to all settings in the southeastern United States.
Future Directions
The barriers and facilitators for routine testing in poorly used testing sites identified in this regional review were congruent with those outlined in other national literature reviews (Leblanc et al., 2016) . Future research should include ongoing assessment of provider attitudes toward testing, specifically in the southeastern United States; program development addressing regionally specific barriers; program implementation/evaluation studies at poorly used testing sites; and provider-level education interventions. The political context of the southeastern United States is distinct and may be slow to respond to social change accepted in other regions of the United States.
The effects of policy changes on perceived and actual HIV-related stigma should also be evaluated, because stigma remains a substantial barrier to testing in the Deep South.
Implementation science may help evaluate the feasibility of HIV testing programs in poorly utilized testing sites (Leeman & Sandelowski, 2012) . Program development should consider cultural context, feasibility, and sustainability. Additionally, the existing literature failed to adequately examine perspectives of health care professionals other than physicians (specifically, nurse practitioners, physician assistants, nurses, nurse aides, medical assistants, triage personnel, and substance use counselors) who may be responsible for routine testing in primary care settings, and who may have unique barriers to testing that are different from those of physicians.
Conclusion
Our paper is the first to systematically present the barriers and facilitators to routine HIV testing in the southeastern United States using the EMHP model. These findings may help guide development of testing programs and changes to existing testing programs. Ongoing research is necessary to improve testing rates in primary care settings and other poorly used settings.
Key Considerations
In order to improve HIV testing in primary care settings, several changes need to be made, including financial support, education, protocol updates, and integration of reminders. The southeastern United States is uniquely at risk for HIV spread. HIV testing programs that consider the cultural context of the southeastern United States, feasibility, and sustainability may be more effective. Future research is needed to assess provider attitudes toward testing in the southeastern United States.
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